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Abstract
Hospitals are challenged to create a strong culture of safety within their organization to
eliminate harm to patients. This paper describes a project to advance a culture of safety
on a cardiovascular acute care unit at an urban hospital through the creation of a unitbased safety team. Based on the premise that patient safety is a local phenomenon, the

rationale for the project is to aim interventions at the unit level where they

will

have the

greatest impact. Four key steps in creating an effective unit-based safety team are

highlighted: team member selection, team development, enacting interventions, and
evaluating interventions for effectiveness. Transformational leadership plays a key role in
inspiring and promoting a vision for patient safety, as well as being instrumental in the
development of the safety team. Madeline Leininger's theory af culture core diversity

and universality provides support for the project by identifying the cultural values and
norrns of the hospital unit and guiding the development of a unit's culture of safety.
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Chapter One: Introduction

In

1999 the Institute of Medicine, published a report, To

Err is Human; Building a

Safer Health System, bringing to the public's attention that an estimated 98,000

Americans die annually as a result of medical errors (Kohn, Corrigan & Donaldson,
2000). This report led to new national initiatives and standards to reduce, and hopefully

eliminate, accidental injury to patients in hospitals and health care settings. One of the
national initiatives, in 2005, was the 100,000 Lives Campaign Sponsored by the Institute
for Healthcare Improvement (IHI) (201 I ), the campaign focused on "significantly
reducing morbidity and mortality in American health care" (p. I ). Hospitals across the

country participated.
Another national initiative with widespread impact involved the Centers for
Medicare and Medicaid Services (CMS) (2009). In an effort "to transform the Medicare
program into a prudent purchaser of health care services, paying not just for quantity
services, but also for

of

quality" (p. 1), CMS began requiring hospitals to report to them on

the quality of their services, including patient safety data. This reporting was used by

CMS to determine payment reimbursement to health care facilities, and by the public to
make informed health care decisions. Known as the Reporting Hospital Quality Data for

Annual Payment Update (RHQDAPU), this program was originally mandated in 2003.

With the passage of the Deficit Reduction Act of 2005, CMS stopped paying for
treatments related to Hospital Acquired Conditions (HAC) and Never Pay Events tNpE)
(Ebbe, 2009). HACs and NPEs are conditions that were not present upon admission but
were acquired during the hospitalization and could have reasonably been prevented
through the application of evidence-based guidelines. Fractures and/or intracranial injures
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post falls, or a urinary tract infection post catheter insertion, are examples of HACs and
NPEs. These quality based payment strategies, also known as pay-for-performance, "uses
payment methods and other incentives to encourage quality improvement and patient
focused high value care" (CMS, 2006, p. 1). State health insurance programs and private
health insurers have shown a growing interest in adopting similar payment
methodologies.
The Institute of Medicine (IOM) has recommended "that healthcare organizations
create an environment in which a culture of safety is an explicit organizational goal,
becomes a top

priority and is driven by leadership" (Sammer, Lykens, Singh, Mains &

Lackan, 2009, p. 156). Health care systems and hospitals throughout the nation have
responded by focusing on the establishment of organizational safety cultures within their
organizations. An organizational safety culture is defined as "the product of individual
and group values, attitudes, perceptions, competencies, and patterns of behavior that

determine the commitment to, and the style and proficiency of, an organization's health
and safety management" (Sammer et a1., 2009,

p, 156). Although definable, conceptually

operationalizing an organizational safety culture and embedding it into the culture of an
organization is a huge challenge, and the efforts are many and varied.
One key strategy used to achieve an organizational safety culture has been the
standardization of best practices across the organization, including standardized
processes, protocols, checklists, and guidelines (Sammer et al., 2009). "standardization is
a

key dimension of quality" (Smith, 2009, p. 56), and has been proven to enhance an

organtzation's productivity and reduce its financial burdens. It is also an effective means

of meeting and managing regulatory requirements. The negative side of standardization is

UNIT BASED SAFETY TEAM
that it can be limiting, decreasing adaptability and stifling innovation. In a hospital
setting, standardization means enacting hospital wide, evidence-based, best practice

interventions that are filtered down through departments to the units.

As one might anticipate when creating an organizational safety culture and
implementing a process of standardrzation, several variations of local culture will be
encountered. As Sammer et a1., (2009) noted, "cultures vary across organizations, from
department to department, unit to unit, individual to individual" (p. 163). Studies, as
conducted by Paine, Rosenstein, Sexton, Kent, Holzmueller & Pronovost (2010) have
shown there are wide safety culture variances among hospitals and even wider variances

within

a

hospital between departments and among units. These findings support the need

to establish comprehensive unit based safety programs. A series of interventions, once
enacted, have the capacity to change the "norms, values, perceptions and beliefs which

govern behavior and ultimately outcomes" (p. 547), and evolve into defining the safety

culture of the unit.
Purpose of the Project
The purpose of this project is to advance a culture of safety on a cardiovascular
acute care unit at an urban hospital through the creation of a unit-based safety team. The

rationale for creating a unit-based safety team is based on the premise that patient safety
is a local phenomenon, with the greatest variation of patient safety cultures occurring
across units (Deilkas

& Hofoss,2010). Therefore, culture of safety improvements should

not be limited to only hospital wide interventions, but they should also be aimed at the

unit level to affect the greatest impact. Evidence in the literature and theoretical guidance
from Madeline Leininger's (Leininger,2006) theory of culture care diversity and

-J
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universality will guide the design and development of a culture of safety on a
cardiovascular unit.

Significance of the Project
This project has three levels of significance. The first level of significance is that
the project is designed to advance a culture of safety on an acute care unit. In essence,
patient safety, a core value of nursing, becomes a key focus in the way things are done on
the unit. It becomes interwoven into the values, attitudes, norrns, beliefs, practices,

policies and behaviors of the personnel (Pronovost

& Sexton, 2005) and into the critical

thinking and work of everyone within the unit. Human factors provide some of the
greatest threats to patient safety. These human-centered conditions include the frailties

the human condition, complacent attitudes and unconscious behaviors (Reid

of

&

Catchpole,201l). Simply telling staff what they need to do fails to take into account
these human factors, as

well

as the complexity of healthcare systems and processes.

One of the Institute of Medicine's (2000) major recommendations to promote
safety, as described in the book, To Err is Human,was to transform the work
environments for nurses through the creation and maintenance of a culture of safety. It is
the belief of many safety experts (Clarke 2006, Mustard 2002), validated through
research (Mardon, Khanna, Sorra, Dyer

& Famolaro, 2010) that there is an association

between "cultural factors and safety outcomes, so that changing the culture of patient
safety should improve patient outcomes" (Feng, Bobay & Weiss,2008, p. 311).
The second level of significance for this project is that unit teams comprised
registered nurses and support staff

will

of

be critical players in impacting patient safety by

focusing on unit specific safety issues and solutions. These unit-based healthcare
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providers are closest to the work and most continuously closest to the patient. As such,
they are in the best position "to root out unnecessary complexity and to remove barriers
that prevent staff from providing effective care to patients" (Edmundson, Roberto, &

Tucker, 2007, p. I l). Identiffing potentialhazards and barriers to workflow, improving
systems rather than blaming individuals, standardizing work processes, creating

checklists, establishing effective teamwork, and optimizing communication have been

well documented to be fundamental in providing safer care (AHRQ, 2011). These are all
areas the

unit safety team can focus their unit improvement efforts on to improve safety

in their workplace.
The third level of significance of this project is the professional growth

opportunity the establishment of the safety team provides for the nurses on the unit, It is a
chance for team members to collaborate on creative ways to problem solve and engage

coworkers in various initiatives that advance safety. The unit leadership is able to support
the staffs'professional development through the utilization of the action oriented
processes of the 'Four

I's' of transformational

leadership:

.

Idealized influence, establishing a sense of purpose.

.

Inspirational motivation, articulating a clear vision.

.

Intellectual stimulation, encouraging critical thinking and creativity.

.

Individual consideration, supporting the growth and achievements of individual
followers (Bamford-Wade & Moss,2010, p. 816-817).

It is intended that the transformational leadership work will result in the member's
growth in the areas of self-esteem, self-actualization, recognition, autonomy, and
responsibility. Conceptually, transformational leadership elicits change by raising
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awareness, helping staff look beyond themselves to understand the need for change, as

well as adopting a greatness attitude and

a

long range perspective.

Efforts to advance a culture of safety to benefit patients, staff, and the
organization in this project will be through the development of a unit-based safety team.

Identifying and eliminating preventable patient safety errors is key to providing high
quality care, a level of care that patients deserve and expect, care that nursing strives to
deliver for it aligns with their professional essence, and care that hospitals are actively
engaged in achieving to adhere to their mission, as well as meet regulatory compliance,
and stay financially viable.

Description of the Nursing Theory Guiding Project
Madeleine Leininger's (2006) culture care diversity and universality theory and
Sunrise Enabler, is a holistic, comprehensive framework focused on discovering the

cultural influences among care, health, wellness, and wellbeing. Leininger (2006) defined
culture as the "learned, shared and transmitted values, beliefs, norrns and lifeways of a
particular group that guides their thinking, decisions and actions in patterned ways" (p.
13). Although most commonly applied to diverse ethnic cultures, the theory has broad

applicability to help illuminate and describe cultures in various contexts. An examination
of the theory and its components shows how the theory can be used to identifi, the
cultural values and norms of a hospital unit and guide the development of the unit's
culture of safety.
Culture care theory unites culture with care. Leininger (2006) stated "caring
refers to actions, attitudes and practices to assist and help others toward healing and

wellbeing" (p. 12). Care is a major construct of the theory, and for nursing, care is more
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It is often the embedded and invisible

phenomena that has cultural meaning. For a hospital unit, providing safe, quality care to
the patient population the unit serves is the work and focus of its staff, How different

units go about expressing and providing quality care varies with the unit's purpose, and
the skills, expertise and commitment of the staff.

As Leininger (1997) noted, "Every human culture has generic care knowledge and
practices, and usually some professional care knowledge and practices which vary

transculturally" (p. 39). Transcultural variation explains the variation which exists from
unit to unit, and why each unit culture has unique qualities that must be addressed to
enact changes and move to culturally congruent care. When the individual and group

values and patterns are known and used explicitly in appropriate and meaningful ways is
when culturally congruent or beneficial nursing care is achieved. The safety team concept
is supported by this theoretical premise, for a team comprised of individuals from the unit
culture know explicitly the values and patterns of the group.

Leininger (2006) developed the ethnonursing method, a qualitative research
method to support her theory and facilitate a researcher's ability to examine the

complexity of a culture, focusing on the interrelationships between care and culture. The
ethnonursing practice is visually diagrammed in the Sunrise Enabler, a schematic "to aid

in conceptualizing the major components of the theory" (Clarke, McFarland, Andrews, &
Leninger,2009, p.

Tfi.

I
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Figure 1.1 Leininger's Sunrise Enabler (2006)
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Visually depicted in the Sunrise Enable schematic are the cultural and social
structure factors, a major feature of the theory (Leininger, 2006). These diverse factors:

technology, religious and philosophical factors, kinship and social ties, cultural beliefs

I
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and values,

political and legal issues, economics, and education, all influence

care

expressions and meaning within any culture. According to Leininger (2006),
understanding these factors is necessary to gain insight into the culturally based care

which describes health, wellness, and illness. The result is culturally congruent care,
defined as "culturally based care knowledge, acts and decisions used in sensitive and
knowledgeable ways to appropriately and meaningfully fit the cultural values, beliefs,
and lifeways of clients for their health and wellbeing, or to prevent illness, disabilities, or

death" (p. 15).
The cultural and social factors as well as other concepts from Leininger's culture
care theory can be used to illuminate the complex culture of an acute care hospital unit.

A

healthcare organization expresses its cultural values and beliefs in the organization's

mission and value statements. Feng, Bobay and Weiss (2008) noted that "the safety
culture is considered a subset of the organization's culture relating specif,rcally to the
values and beliefs concerning patient safety" (p.

3

l2). It involves the shared perceptions

of management and the workforce around the importance of patient safety, and the
commitment to patient safety, which therefore influences the behaviors and actions of
both the organizational group and its individual members. These values and beliefs

provide the foundation for the development of the organization's culture of safety, and
influence the values and beliefs that make up a culture of safety on the unit.
Regulatory agencies also have a voice in the organization's culture of safety. The
Centers for Medicare and Medicaid Services (CMS), The Joint Commission (TJC), and

the Minnesota Department of Health (MDH) are just a few of the regulatory bodies
whose quality and patient safety standards hospitals must comply with to meet
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accreditation and licensure standards. Accreditation and licensure are required to obtain
federal and state healthcare reimbursement dollars, as well as health insurance payments,
and to stay competitive in the marketplace.

It is therefore incumbent upon healthcare

organrzations to incorporate these regulatory standards into their quality and safety
standards.

In

1991 the Amerisan Nurses Association Council on Cultural Diversity in

Nursing Practice identified within healthcare three cultural systems, the provider culture,
the client culture and the setting culture (Hubbert, 2006), and within these cultures are
numerous subcultures. The provider culture consists of nursing and nursing subcultures,
physicians, social workers, pharmacists, and other professions, and ancillary service

providers, all personnel with varied degrees of education, different focus to their jobs,
different accountabilities. The client culture consists of the patients, families, and
communities, who vary by gender, age, race and ethnicity, language, religion, educational
level, medical conditions, and a multitude of other variables.
These social entities interact together to facilitate care within the setting culture,

which is both the physical environment as well as the relational environment. For

a

hospital unit, some of the physical variability's include the location and type of hospital,
urban versus rural, trauma versus community hospital, the age of the building, and private
versus double occupancy rooms. "Units differ by types of patients, acuity, nature and

pacing" (Campbell, Singer, Kitch,Iezzoni & Meyer,20l0, p. 319). The focused specialty
of the unit, such as cardiac, oncology, or surgical, has a significant impact on the cultural
and social factors affecting a unit. Each specialty requires a different

skill

set for the

providers and results in different client concerns and priorities. It also influences
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environmental factors on the unit. For example, on a cardiac unit, telemetry monitoring
would be a standard of care, while on an oncology unit, chemotherapy would be

a

standard of care. The relational environment encompasses the relationships and

communications between various providers, their teamwork, professionalism, and
respect, as well as clients who should be the recipients of patient-centered care and

culturally congruent care.
Economic factors impact all healthcare cultural systems within a unit; provider,
client, and setting. Is the hospital financially healthy or struggling to keep its doors open?
Is the focus on productivity at the expense of quality patient care? What financial
pressures does the hospital face from federal, state, and local governmental regulatory

bodies, from insurance companies, and government sponsored health plans? For the

providers, what are the provider patient ratios, do they struggle under consistent staffing
shortages, do they feel

fairly compensated for their work? Does the hospital serve

a

largely lower economic patient population, is there a large percentage of uncompensated
care, do the patients struggle for economic resources both in and out of the hospital?

There is a wide range of economic variables, all of which influence the cultural beliefs,
attitudes, values and behaviors found on a unit.

Technology also influences the culture of safety on a unit for it enables greater
safety, reliability, and precision. Intravenous medications are infused through
computertzed pumps which can be preprogrammed with drug administration protocols
and dose

limits. If

a nurse accidently programs the pump

with a dosage outside of the

formulary limits, the pump will alarm or halt to alert the nurse of the error. The pump can
then be reprogrammed correctly, thus preventing under dosing or overdosing of the

Augsburg College Ubrary
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medication. Barcoding allows for the scanning of medications to ensure that the right
medication, in the right dose, at the right time, is being given in the right route, to the
right patient. The electronic medical record provides for the accessible, timely, and
reliable communication of patient information, and the computerized provider order entry
prevents the misinterpretation and misreading of physician orders. Bed alarms can be
programmed to alarm when a patient who is a high fall risk is attempting to get out of
bed, or standing up from a chair, thus alerting the nursing staff to attend to the patient.

Most technologies rely on staff to use the technology as designed, so all the built in
safeguards function as intended.

If not used correctly, the reliance on technological

safeguards to enhance patient safety is compromised. The culture of safety of a unit is

influenced by the technologies used, and by the degree of human error and variability that
exists.

Another major component of Leininger's theory are the constructs of etic and
emic (Leininger, 2006). Etic refers to the outsider's cultural knowledge, often the

institutional or health professional's view of phenomena, whereas emic refers to insider's
knowledge of the culture, and specific views of phenomena. To apply these two
constructs to the unit safety culture, the health system or hospital represents the etic voice

of the institution along with "professional care knowledge and practices" (Leininger,
2006, p. 14), which combine to determine the care practices and interventions required to
care for patients, and embed in a safety culture. The emic voices are those of the unit

staff, the bedside nurse and his or her viewpoint about concerns and barriers that impact
patient safety, as well as creative ideas for enhancing safety on the unit. A unit based
safety team comprised of unit nurses strengthens the emic, or insider voice.
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To assess the culture of safety on a hospital unit, "both etic and emic data are
studied as integral parts to obtain comparative and contrasting culture care knowledge"

(Leininger, 2006, p. 8). The organizational cultures of safety, representing the etic view
influences, but does not fully represent the unit's culture of safety. One must obtain the

emic's viewpoint, the staffs' knowledge and values, to fully assess and understand how
they differ and what their interdependencies are. This is important for determining the
current culture of safety on a unit, as well as where the opportunities are for advancing
that culture of safety.

After examining and documenting the influences and factors that comprise

a

culture, there are "three modes for guiding nursing care judgments, decisions, and actions
so nurses can provide care that is congruent

with the client's culture and meaningful to

the client" (Clarke, McFarland, Andrews & Leininger, 2009, p. 23fi. These three

modalities are: culture care preservation and/or maintenance, culture care accorrunodation
andlor negotiation, and culture care repatterning and/or restructuring. Maintenance is
about the retention and preservation of relevant cultural values, whereas negotiation
references the need to adapt and alter some beliefs and actions to best meet the needs

of

others. Finally, restructuring occurs when changes and modifications have created new
and different cultural patterns.

To relate these three modalities to the work of a unit safety team, after examining
the factors and influences impacting the unit's culture of safety and considering etic and
emic nursing and professional care practices, the safety team would make decisions as to

which cultural influences to maintain, which to adapt, and which to restructure in order to
evolve into a unit safety culture that is more beneficial and meaningful to staff and
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patients. Following this theoretical framework provides the knowledge and understanding

to enhance the safety practice of staff on a unit and embed a patient centered focus on
safety into the culture of the unit.

Implementation of a culture of safety requires thoughtful leadership. Leadership
has a role

in supporting and working with staff, the individuals and groups that comprise

the culture of the unit. Additionally, in this project it is the leader's role to facilitate the
professional development of the members of the safety team and how the members
interact with other staff to integrate their care actions and decisions into the culture of the

unit. Leininger's culture care theory forms the foundation for discovering these
relationships and the dimensions of care.
Leininger (2006) and fellow ethnonursing researchers discovered 12 dominant
health care constructs which are valued by all cultures. These constructs are, respect for

or about; concern for or about; attention to; helping, assisting, and facilitative acts; active
listening; giving presence; understanding cultural beliefs, values, lifeways; being
connected to or showing relatedness; protection of or for; touching; providing comfort
measures; and showing

filial love. The first

10 constructs, speak specifically to what

nurses want from their leadership such as respect and concern for nurses and what they

do, active listening so their opinions are heard, helping, facilitating, understanding, being
present, and connecting. Evolving these universal care constructs into demonstrable

Ieadership caring communication and behavior is valued by staff and help support and
guide a leader's culturally based decisions and actions.

For this project the culture care theory and Sunrise Enabler provide a framework

for identifying cultural values and norms in a hospital unit culture. Hospital units vary by
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types of patients, acuity, pacing of clinical activities, staff mix, unit leadership and

organizational structure (Campbell et a1.,2010). All these factors influence the
composition of the unit culture and affect what the unit staff believes and values, which
in turn dictates how it functions and prioritizes patient care. Once the culture of the unit is
understood from the perspective of its social and cultural factors as well as its

transcultural etic and emic voice, the unit's culture of safety can be analyzed and
decisions and actions can be initiated that

will preserve, modify or change the culture to

advance the culture of safety on the unit.

Summary
Patient safety and a reduction of errors is key to providing high quality care. For
healthcare systems to adequately recognize and respond to error, thereby preventing harm
and adverse outcomes for patients, they "must foster ownership among staff members, an

integrated philosophy of quality inthe way people work" (Wilson,2010, p. 84). Fostering
ownership is best obtained when staffs have a voice in identifying the barriers and
creating the solutions.
Patient safety cultures need to be fostered as close to the patient as possible and

with the local variation that exists across hospital units, it is beneficial to impact change
at the unit level.

A unit based safety team, focused on advancing the safety culture on the

unit will be able to identify the beliefs and actions of the unit staff and develop
interventions for improvement. It also creates a professional development opportunity for
safety team members. Chapter 2 summarizes literature related to patient safety cultures
and unit teams and provides an evidence base to support this project,

UNIT BASED SAFETY TEAM
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Chapter Two: Review of Relevant Literature

A culture of safety is a complex, multifaceted phenomenon. The purpose of this
literature review is to define a culture of safety and to explore evidence supporting best
practices for creating a culture of safety on an acute care unit. Safety initiatives at the unit

level, the influence of transformational leadership, and guidance from culture care theory
are explored.

Safety Culture as It Relates to a Unit Culture
"Culture, is a multi-layered concept derived originally from the anthropological
context" (Feng et al., 2008, p. 31 l). In healthcare, the term culture typically refers to the
organrzation's formal values and practices, as well as the informal attitudes, values and
concepts of its workforce. When applied to safety culture, the common thread is the
"shared perceptions among management and staff concerning the importance of safety"
(Feng et a1., 2008, p. 31 1). Taken a step further, a positive safety culture is viewed as the
actions taken to reduce the potential for injury associated with routine tasks.
Feng et al. (2008) ascertained that a patient safety culture is a subset of the

organization's culture, a product of social learning that is reflective of the group and

individual beliefs and values of how they view safety. Organizations with

a

positive

safety culture are found to have open "communication based on mutual trust, shared
perceptions on the importance of safety and confidence in the efficacy of preventive
measures" (p. 312). This results in members, and particularly nurses, exhibiting a

willingness to direct their efforts at improving safety, and their attention and actions
demonstrate this on a daily basis. Prioritizing safety, reporting unsafe conditions,

confronting others about unsafe practices, and implementing safety actions are examples
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of these behaviors. Feng et al. (2008) also viewed the role of nursing management and
staff nurses as integral in creating a patient safety culture. Management support was
essential in communicating patient safety as a priority, as well as establishing open

communication and a non-blame environment for analyzing safety errors and their
causes. For the individual staff nurse, the qualities of personal competence, professional
and technical knowledge and skills as well as personal commitment, motivation, and

effort to engage and maintain patient safety were essential characteristics.

To identify key concepts of

a

patient safety culture, Sammer et al. (2009),

conducted a comprehensive literature review of safety culture. Then, utilizing qualitative
meta-analysis, they developed a conceptual culture of safety framework. The identified
properties of a safety culture were organized into seven subcultures: leadership,

teamwork, evidenced-based, communication, learning, just culture, and patient-centered
care. Active engagement of leadership at all levels of the organization, from the

boardroom and chief operating officer, to the unit leaders are needed to align the

organization's vision and mission of patient safety with staff resources, competencies,
and fiscal resources. Sammer et al. also concluded that the organizational environment

must support a spirit of teamwork, in which collegiality, collaboration, and cooperation
exists at all levels, so there is open communication where staff feel safe to advocate for
the patient, and there is a commitment to learning by all staff. Learning from mistakes

through performance improvements, but also seeking out new learning and opportunities

fbr process improvements, that are evidence-based, standardized, and highly reliable. The
other components of a safety culture according to Sammer et al. included a just culture, a
culture of shared responsibility with mutual accountability between the organization and
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the staff, and a patient centered culture, in which the care is centered around the patient
and family. In a culture of safety the patients actively participate in their care, and act as

liaisons between the hospital and corlmunities.
The impact of a positive safety culture is supported by the exploratory analysis of

Mardon et al. (2010), who concluded through their study that a positive safety culture is
associated with fewer adverse events in hospitals. Looking at 2005 and 2006 data from
179 hospitals

with a mean bed size of 177, the researchers compared the results of each

institutions Hospital Survey of Patient Safety Culture (HSPSC) with its in-hospital
complications and adverse event rates as measured by its reported Patient Safety
Indicators (PSI). Variant correlations indicated that "larger hospitals, teaching and
nongovernment owned hospitals tend to have higher PSI rates" (p. 229). After controlling

for the hospital characteristics of bed size, teaching status and ownership, the data
showed statistical significant distinctions between the differences in HSOPS scores and
the associated rates of PSIs. For all hospitals the goal is fewer adverse patient safety
events, and this study supports that that

will

be the expected outcome

if a positive

organizational safety culture has been established.
In their quantitative data analysis research, Deilkas and Hofoss (2010) described a
"patient safety culture as a local phenomenon" (p, 85). At a 500 bed Norwegian
university hospital, 1306 (68%) of the clinical staff completed a Safety Attitudes
Questionnaire (SAC). The scores across the hospital indicated major variances in patient
safety attitudes among individuals and across units, versus departments. The research

findings were to aim interventions at the individual and unit level, for this would have the
greatest impact on patient safety. Hospital wide strategies were found to not account for
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the local variations that occur from unit to unit and did not focus on the unit cultures

which are closest to the patient.
The research of Paine et al. (2010), as well as the research of Campbell et al.
(2010) substantiated the findings of Dielkas and Hofoss (2010) that the largest variations

in safety cultures vary among units within a hospital. Paine et al (2010) conducted

a

prospective cohort study aimed at improving the safety culture in an urban academic
medical centre. A Comprehensive Unit Based Safety Programme (CUBSP) was
implemented on 144 units at Johns Hopkins Hospital in Baltimore, Maryland. The
CUBSP "included steps to identify hazards, partner units with a senior executive to fix
hazards, learn from defects and implement cornmunication and teamwork tools" ( p.
547). The cultural safety goal, assessed through the annual safety attitudes questionnaire,
was to meet or exceed a 60o/o minimum positive score or improve the score by

> 10

points. In 2006, 55% of the units met this goal, while 82% reached the goal in 2008 after
the initiation of CUBSP. It was the determination of these researchers that instituting

cultural goals, and then measuring against these goals through safety surveys helped
identifo units that needed to improve their culture. They also ascertained that CUBSP
interventions positively impacted the unit's safety culture while still being flexible
enough to adapt to the unique needs of each unit.
Researchers, Campell et al (2010), in 2008, surveyed all nurses and physicians by

unit in a 900 bed tertiary care facility in Massachusetts. There were 57 units, referred to
in the research as "clinical microsystems" (p. 319). The survey utilized was the Hospital
Survey on Patient Safety (HSOPS), developed bythe U.S. Agency for Healthcare
Research and Quality

(AHRQ) "to allow hospitals to assess their patient safety culture
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it against the patient safety cultures of other hospitals in a national

database" (p. 319). The results showed a substantialvanation across individual units with
safety culture ratings ranging markedly, as much as 50%. Campbell et al. concluded that
safety culture surveys should be conducted so unit-based variation data is obtainable.

This unit data would limit the assumptions made on organizational data averages, and
instead allow an organrzatton to prioritize its education and tailor its interventions to the

specific needs of individual units while at the same time focusing its resources on the
units in greatest need. There is also an opportunity with inter-unit variation to facilitate
learning between units, so a unit with a positive ranking safety culture could share its
knowledge and resources to raise the safety cultural awareness of units with lower
rankings.

Unit-Based Safety Committees

A literature

search did not identif,, research on unit-based safety committees per

se. However, there is research to support the effectiveness

of staff led initiatives in

improving patient outcomes. Moffitt and Butler (2009) conducted a descriptive study of

a

unit redesign project undertaken after the merger of a medical and oncology unit in a
small community hospital. After the merger, the unit's environment was described

as

chaotic and unsafe for patients. In response, unit nursing leadership set up three
representative task forces of nursing staff who were challenged with analyzins issues,

making recommendations, and implementing interventions. The interventions
implemented included walking rounds, hourly rounding, closed unit, and assignments and

staffing. Post intervention, patients, staff, and physicians were surveyed and quality data
analyzed to determine the impact of the interventions. The results indicated marked
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improvement in all areas, including a reduction in patient falls per 1000 patient days from
7 .7

| to 3 .87 ,

and a reduction in pressure ulcers

from

23 .81

to 5.00.

Larkin, Cierpal, Stack, Morrison & Griffith (2008) offered a descriptive analysis
of the Collaborative Governance committee at Massachusetts General Hospital (MGH) in
Boston, Massachusetts, and showed how active participation on a committee promotes
empowerment and professional development of its members. "Empowerment is
evidenced by organizational members who are inspired and motivated to make

meaningful contributions, and who have the confidence that their contributions will be
recognized and valued" (p.2). Staff who feel empowered possess feelings of competence
and autonomy, believe their

job is meaningful, and they have the ability to impact the

organization. These feelings translate into a higher commitment to the organization,
greater accountability to their work, and more effective work performance. The focus

of

this analysis was the Nursing Research Committee, of MGH, which consisted of 30
members each assigned to one of three subcommittees dependent on their areas of
interest.

All members were accountable to complete targeted tasks.

Responses from

interviewed members indicated pride in their participation on the committee, increased
personal confidence, and a sense of competence in their potential for innovation and

creativity. In essence, as a result of their committee participation, members felt
empowered which enhanced their professional development.
Cooper (2009) defined professional development as the ongoing commitment to

maintain one's knowledge and skill base. "This commitment ensures that a nurse's skills
and knowledge are current and relevant" (p. 501), that nurses advance through the levels

of competence from novice to expert, and that nurses are able to deliver safe and effective
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care to patients. Increasing professional development opportunities in an organization has
been shown to have a positive impact on nurse retention and

job satisfaction. Higher job

satisfaction levels correlate to nurses' ability to deliver quality, safe and cost-effective
care. Cooper stated that

it is the responsibly of an organization to promote lifelong

learning and provide self-motivating professional development opportunities valued by
its employees. This partnership between the individual nurse and the organization must
exist to embed professional development into the culture of the organization. Cooper also
promoted the use of a professional development tool, the milestone pathway which is
customized for each hospital unit, and personalized for each individual nurse. The
milestone pathway encompasses orientation, unit experiences and progress, and
leadership opportunities. Unit and hospital based committee work are two of the
Ieadership opportunities outlined in the pathway.

Transformational Leadership and a Culture of Safety
Transformational leadership, shared governance and action research were three
concepts utilized by the director of nursing in a New Zealand tertiary hospital to achieve

cultural change within a nursing department. What resulted from the interweaving of
these three concepts was a more competent, confident, and committed nursing workforce

that embraced change and continuous learning (Bamford-Wade & Moss, 2010).
Described as an action study, the study is based on the director of nursing's self-reporting
and refl ective practice.

"Transformational leadership is about the personal values of the transformational
leader, which influences aspirations, perceptions of situations or problems, and determine
responses of their followers" (Bamford-Wade

& Moss,2010, p. 817). Another focus by
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the authors in this research action study is the four

"I's" of transformational

leadership,

which create forward movement in changing a culture: idealized influence, inspirational
motivation, intellectual stimulation and individual consideration.
The effectiveness of transformational leadership on safety outcomes is further
supported by the longitudinal study by Mullen and Kelloway (2009), which looked at the
impact of transformational leadership focused specifically on safety and the resulting

workplace safety perceptions of the employees. The study involved safety specific
training, aligned with transformational leadership training, versus general
transformational leadership training. Study results suggest that safety-specific
transformational leadership training "resulted in significant effects on the safety-specific
transformational leadership and safety climate outcomes" (p. 253).

Leininger's Culture Care Theory and Unit Cultures
There is limited literature describing how Leininger's (2006) culture care theory
has been used to define the cultures

of acute care settings. Leininger (1976) expressed her

early views of the medical and nursing profession through a comparative transcultural
analysis using a behavioral ethnographic approach. In her review of the Gnisrun tribe

(nursing spelled backwards), Leininger described the old subcultural norms of the
Gnisrun tribe, in which its members passively and consistently deferred to the Enicidem

(medicine spelled backwards) tribe for sanctions and rewards. In the past two decades
there has been a major cultural shift as the Gnisrun tribe has shifted its educational

expectations into institutions of higher learning becoming more assertive and
independent, "making their own decisions and determining their own course of action to

give care to patients" (p. 256). The Gnisruns perceive their central function as giving
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direct care to patients, but have expanded their domain to include health maintenance
care and illness prevention. As the Gnisruns continue to develop their own body

of

knowledge and practice domains to differentiate the "practice of nursing" from the

"practice of medicine" (p. 260), they are becoming more independent and self-directed.
The outcome is they have moved their practice into areas of greater autonomy and

accountability. As a result, relationships have and will continue to change between the
Gnisruns and Enicidem tribes and the health care systems which employ them,

Leininger's analysis gives support to the belief that professions and indeed settings in
which health care is provided have cultures.
Hubbert (2006), in her article, Application of Culture Care Theory of Clinical
Illurse

Administrators and Manilgers, shared Leininger's definition of the culture of

nursing as the "learned and transmitted lifeways, values, symbols, patterns, and

normative practices of members of the nursing profession of a particular society" (p.

351). Leininger also defined the subculture of nursing

as a "group

of nurses who show

distinctive values and lifeways that differ from the dominant or mainstream culture of
nursing" (p. 351). The American Nurses Association asserts that there are three cultural
systems of health care: the provider culture, the client culture, and the setting culture.

Within these three cultures are innumerable subcultures, such

as physicians, pharmacy,

social work, agency providers, staff and organizational cultures. These provider cultures
combine with a myriad of patient, family and community cultures to account for the
diverse and multidisciplinary cultures and subcultures that nursing staff, managers and

administrators are expected to understand and function within in order to provide

culturally congruent care.
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Summary
The literature provided evidence that a culture of safety requires both
management and staff nurses to affirm their commitment to the importance of safety, and
to take actions to reduce safety risks to patients. That is, management must make patient
safety an organizational priority and create a culture of open communication and nonblame, while staff nurses needs to exhibit professional competence and a personal

commitment to patient safety (Feng et al., 2008). A commitment to patient safety requires
elements of leadership, teamwork, evidenced based practice, communication, learning,

just culture and patient-centered care to create a culture of safety (Sammer et. al, 2009).
When a positive safety culture exists, the literature supports that the number of adverse
patient safety events

will decline (Mardon

et al, 2010).

There are wide variations in patient safety attitudes from unit to unit; therefore

interventions to create a culture of safety will have the greatest impact when they are
aimed at the unit level (Deilkas & Hofoss,2010). One such intervention would be the
establishment of a unit-based safety committee comprised of staff nurses. Staff nurses

who have insight into the culture of safety on the unit are in the best position to design
initiatives for improving patient outcomes. Participation on such a committee promotes
empowerment and professional development of its members (Larkin, 2008).

Transformational leadership by unit leaders will support the successful
development of a unit-based safety committee. Studies have shown that safety specific

transformational leadership training affects a leader's safety attitude and intent to
promote safety. With a transformational leader's ability to influence, and motivate

followers, their focus on safety can positively affect employees'perceptions of safety
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climate resulting in improved effects on a unit's culture of safety outcomes (Mullen &

Kelloway, 2009). The practice model and processes used to create a unit- based safety
team on a cardiovascular unit and the implementation of the model are described in
Chapter 3.
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Chapter 3: Development of the Practice Model
Leininger's Sunrise Enabler (Leininger, 2006) is the theoretical guide utilized to
advance a culture of safety on an inpatient cardiovascular unit of an urban hospital.
Several elements and processes are integrated in this advanced practice model.

A

cornerstone of the model is the establishment of a unit-based safety team. This will be the
group that reflects the worldview, values, and beliefs of the unit culture. It

will

also be

the group that systematically identifies and analyzes the cultural social factors of the unit,
gives voice to the emic (insider/unit) perspectives, and translates and synthesizes the
emic perspective with the etic (outsiderlhospital) perspective. These processes are critical
as the seven

cultural and social factors provide insight into "the dynamic and interrelated

patterns or features" (Leininger, 1997, p.38), of the culture of safety on a local unit.

Likewise, the care values, beliefs and practices of a culture are influenced by and are
embedded in the context of these cultural factors (Juntunen, 2000).

It is therefore critical

that a model of practice, designed to advance a culture of safety intentionally identify,
and analyze systematically the cultural and social factors comprising the unit culture.

The safety team members

will initially

assess the current

unit safety culture. From

their own emic viewpoint, as members of the unit staff, they can evaluate the cultural and
social factors that play a role on the unit. It will then be important to survey the unit staff

to ascertain if the team members'viewpoints are congruent with the majority of the staff.
In order to obtain the etic viewpoint of the unit's cultural and social factors, the members

will

need to review the organization's mission and value statements, safety specific

policies, and interview unit leadership. Once this cultural assessment has been completed
the safety team needs to systematically analyze these factors for opportunities for
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improvement utilizing Leininger's three modes of decision and action: maintaining,
negotiating or restructuring (Leininger, 2006).

Maintaining: What cultural safety factors should be preserved or maintained, and
what staff assistance is needed? Maintaining barcoding, which helps ensure that the right
drug is being given to the right patient, is a technology that supports medication safety.
Where staff assistance may become a factor is

if staff need help in incorporating

barcoding into medication administration workflow in order to maintain efficiencies.

Negotiating: What care practices need to be accommodated, and what needs to be
negotiated with staff? For example, increased accuracy with documentation occurs when
documentation is completed at the bedside. However, numerous staff are resistant to this
practice because they find it hard to concentrate when documenting with the patient

A negotiated practice, therefore, might be for staff to commit to charting all vital

present.

signs, physical assessments, glucometer results and intake and output data at the bedside,

but document progress notes and care plans outside the room.
Restructuring: What practices need to be repatterned or restructured? The current

fall risk assessment tool does not take into account if the patient has fallen within the past
year. It is the judgment of both staff and administration that patients with a history of

falling

are at greater

risk to fall while hospitalized. As a result the electronic medical

record is altered to ask the patient on admission if they have fallen within the past 12
months, and if they answer in the affirmative the patient is automatically tagged as a high

fall risk.
As such the ongoing processes for soliciting cultural change on the unit would involve
the continued use of Leininger's (2006) theoretical model as the basis for understanding,
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discovering, and applying critical thinking skills. Then with that knowledge base, moving
to problem solving, making decisions and determining actions which would support and
begin the process of creating a culture of safety into the unit (Hubbert, 2006).

Figure 3.1 Sunrise Enabler: A Culture of Safety
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The complexity of cultural and social factors which influence the culture of a

hospital unit and the culture of safety within the unit, showcase that each hospital unit is
unique, complex, and varies significantly from other units. These wide variances are why
spreading safety interventions hospital wide has limited impact in moving a culture of
safety forward on a unit. A unit-based safety team comprised of unit staff, providing a
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strong emic or insider's voice can more adequately examine the current culture of safety
on the unit and find interventions and opportunities for improvement.
Steps

Towards a Unit-Based Culture of Safefy
Steps toward establishing a unit-based culture of safety starts with unit leadership

prioritizing safety and emphasizing safety as a core value for leadership and staff,

a value

that will be supported and strengthened through the establishment of a unit-based safety
team.

Unit leadership will need to present the concept of the safety team to staff, solicit

staff members who would be interested in participating on the team, and then interview
and select a team from the interested

staff. Once selected, team members need to be

educated in Leininger's culture care theory, and the ethnonursing methodology as

depicted in the Sunrise Enabler schematic. The theory will be used to facilitate an
evaluation of the unit's current culture of safety, establishing a safety cultural baseline on

which to build, and to guide the practice of the safety team its analysis and actions. As
the team moves forward in its work, leadership

will play a role in supporting

and

developing the members into a highly functional, self-directed and self-motivated team.
The aspects of team selection and development lie primarily with the unit's leadership,

who would best serve the unit by encompassing transformational leadership principles to
act as a guide in this process.

Selection of a unit-based safety team.
"Transformational leadership is fundamentally about human values, and it is the
personal values of the transformational leader that influence aspirations, perception of
situations or problems and determine responses" (Bamford-Wade & Moss,2010, p. 817).
Based on these personal values, the transformational leader aims to transforrn or alter
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structures, processes, values and ideals into something better. "When the leadership
behavior is focused specifically on safety, it is positively associated with employee
perceptions of a workplace safety climate" (Mullen & Kelloway,2009,p.253).It is when
patient safety, " to do no harm" is a high priority value for the unit leader and a value that
is emphasized with staff as a focused belief that the leader is utilizing the first of the four

"I's" of transformational leadership, idealized influence, establishing

a sense of purpose.

By concentrating on the core belief of patient safety, and emphasizing patient safety

as a

belief that requires targeted energy given all the barriers and variables which impact it,
the leader is establishing a sense of purpose to which all staff can relate. This is
accomplished through communication with staff: e-mails, staff meetings, newsletters, and
one-on-one discussion. What is patient safety? What value does leadership put on patient
safety? What are the consequences of errors for the patient, for the staff, for the unit and

for the organization, and how well is the unit currently doing supporting a safe patient
environment? This corrmunication needs to speak in detail to the issue of patient safety
as

it relates directly to the unit with key messages supported by unit patient safety

data.

Once the idealized influence or sense of purpose has been instituted around
patient safety, the second concept of transformational leadership, inspirational motivation
needs to be actualized.

"Inspirational motivation articulates the future desired state

through goal setting, creating the vision and strategic direction and encouraging others"
(Bamford-Wade & Moss,2010, p. 817). It involves energtzingthe nursing staff to
commit to improving the culture of safety on the unit. Storytelling is a powerful way to
motivate. Unit specific stories of instances where a patient's safety was compromised,
and the adverse effects which resulted, as well as stories of organizations and units that

1n
)L
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achieved high levels of success in maintaining patient safety can both be impactful in
creating a vision for change and for the possibilities of success.

To advance the culture of safety on the unit a key component of this practice
model is to establish a unit-based safety team. The concept of the team, and its purpose
and role on the unit

will

need to be articulated to staff through the unit leadership. Staffs

who are interested in participating on the safety team would be asked to submit in writing
the reasons they were interested and what they felt they could bring to the team. Criteria

for membership include persons who are engaged in developing and leading strategies to
improve patient safety, an ability to use creativity and evidence-based practices to solve

unit based safety concerns, and an attraction to

a

professional development opportunity.

Also a criterion for final committee membership selection is representation from each
shift, day, evening, and night. The written application process gives credence to the value
the leadership places on the committee and compels applicants to think about and reflect
on why they want to participate and the commitment they are willing to make.

All applicants

are then interviewed by the unit leadership. This one on one

interview process allows the applicant to expand on his or her reasons for applying and
the strengths he or she would bring to the committee. It also allows leadership an

opportunity to further expand on the vision for the committee and expectations of the
membership, hopefully resulting in a clear understanding between both parties. Nursing
leadership would make the final committee membership selection. It is advantageous to
keep the committee size limited to three to four members, large enough to spread out the

workload, but not too large a committee that it is hard to arrange meetings and to reach
decisions.

n-)
JJ
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Development of the safety team.
Once the committee membership has been determined

it is time to bring the

members together to begin their work. It would not be unusual to find that they are

unfamiliar with the concepts of meeting, quality improvement strategies, and how to

work in a formal group. These are the professional growth opportunities for the
membership. At the onset, it is also important to establish the role for the unit leadership
on the committee, which is not to lead the committee but to help guide the members in

the process improvement work, to coordinate resources, and to help them grow into a
self-suffi cient staff-led committee.

It is the goal of a developing and evolving team that as the members work
together and gain confidence in their skills, they will push for more "autonomy, control,

responsibility, accountability and participation" (Baumford-Wade & Moss, 2010, p. 818).
They will view processes with a critical eye, question the status quo, and through
creativity and analysis gain a new perspective of the processes. In essence they will be
exhibiting the third action process of transformational leadership, intellectual stimulation
by rethinking structures, processes and values to shift the culture.
The team's first project

will

be about assessing the current safety culture of unit.

The assessment relies on using Leininger's (2006) culture care theory, evaluating the

cultural and social factors of the unit from both an etic and emic viewpoint, and then

utilizing maintaining, negotiating and restructuring to determine decisions and actions,
which establish opportunities to pursue for advancing the unit's culture of safety.
Therefore, the team members

will first need to be educated in the theory and

methodology. Since the team consists of staff, the team will have an insider's view (emic)

UhIIT BASED SAFETY TtrAM

34

view of the culture, although it is important to solicit feedback directly from staff so the
emic viewpoint is a true representation of the unit staff. This can be done through one to
one conversations, small group discussions, and staff surveys. What the staff think, how

they respond to safety concerns, how they prioritize safety in their workday, and the
importance they assign it are viewpoints to assess. Team members can then obtain the
etic viewpoint of the cultural and social factors affecting the unit by interviewing unit
leadership, reviewing hospital safety policies and procedures, and connecting with
hospital based safety commiffees. Once the unit's culture of safety has been assessed, the
team

will

need to determine which area of patient safety to focus their

initial efforts

on.

There are multiple areas of patient safety on a unit, including fall prevention,
pressure ulcer prevention, medication elrors, and near misses. Examining unit specific
data for each of these areas

will

add another dimension of information to apply in

appraising the culture of safety on the unit. The hospital's quality department collects
data in each of these areas through submitted patient safety reports. Staffs submit patient

safety reports when an error occurs, or when they discover something that could go

wrong, a near miss. Patient safety reports are about telling the story of what happened
and suggesting improvements.

It is about recognizing that the majority of errors involve

the breakdown at various points of complex systems and processes that make up

healthcare, and that blameless reporting encourages staff to report situations that can be
used to educate others and lead to design improvements (Edmundson et al.,

2007).lf the

data suggests that falls, for example, is the area where the unit is at greatest risk that

could be a factor in determining the initial initiative for the safety team to focus on.
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Once the primary arca of improvement has been identifled, it is helpful to
examine the unit specific patient safety reports in detail that speak to that initiative,

review the stories and look for trends and opportunities. From their review, the team
members

will likely gain new insights into unit specific concerns and then be able to

brainstorm and identify from their own perspective multiple areas of improvement. Gaps
identified from the patient safety report reviews can also be used to develop another
valuable tool and that is an informational survey of staff. The survey, created by the team
members, can be used to help determine if the gaps are knowledge based, the result

of

system barriers, or individual accountability.

Ileveloping and enacting interventions.
With the knowledge gleaned from the theoretical cultural survey, the data review
and staff survey, the team

members

will

be able to develop interventions to try on the unit. Team

will employ Leininger's (2006) three modes of decisions and actions to guide

them in a professional approach to problem solving and making decisions (Hubbert,
2006). Additionally, the Institute of Healthcare Improvement (IHI) (2011a) Model for

Improvement, in combination with rapid cycle testing provides a framework for
accelerating change and improvement. This tool consists of two parts, first addressing
three fundamental questions

;

I

What are we trying to accomplish?

I

How will we know that a change is an improvement?

I

What changes can we make that will result in improvement? (p. I )

An improvement necessitates the need to set time-specific and measurable aims, while
establishing qualitative measurements to aid in determining

if specific

changes are
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actually leading to improvement. Selecting changes to test come from insights of those
who work in the system, brain storming ideas, and borrowing from the experience
others

of

(IHI, 2011a).
The second part of the Model of Improvement often referred to as rapid cycle

testing, involves the plan-do-study-act cycle for testing changes in real work settings:
plan the change, try it, observe the results and act on what is observed (IHI, 2011a).
These tests of change start on a small scale, typically one patient, one nurse, one day, and

then can be adopted, adapted or abandoned, or to parallel Leininger's (2006) theory,
maintained, negotiated, or restructured. Decisions are made about the change as to
whether it should be preserved, modified or changed. Based on these decisions
corresponding actions are taken.

An example of

a

practical application of this model of improvement would be

patient falls, identified as a key safety issue after completing the unit's culture of safety
assessment. One of the organizational interventions for preventing falls is the application

of pressure alarms on the beds and chairs of patients who have been identified as high fall
risk. When the patient is attempting to get out of bed or out of the chair the alarm is
triggered by the change of pressure on the pad. The sounding of the alarm triggers a
response from the staff to quickly enter the patient's room and intervene in preventing a

fall. One of the issues the staff perceived is the difficulty of determining from which
room the alarm is coming from. The goal would be to identify the patient rooms having
pressure alarms.

A reduction in patient falls, along with staff feedback would be the

measurement to assess the impact of any proposed interventions. An idea to try would be
attaching a yellow flag to the doorframe of any patient room with a pressure alarm to
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visibly and readily identify to the nursing staff that this is a room with a pressure alarm.
When the alarm sounds, staff knows which room to go to. The flag could be tried with
one patient, and one nurse, and

if

deemed helpful, the flags could be expanded to one

hallway of patients, then if supported by data expanded to the entire unit.

Evaluatin g interventions.
In this culture change process it is important for the team members to be present
to the unit staff and engage them in regular cofilmunication, so the staff regard the
members as goal oriented and invested in improving the culture of safety on the unit.
Staff

will begin to value

and trust their colleagues, the team members' vision and ideas,

which will facilitate the staff becoming willing participants in the changes.
Communication techniques can include e-mails, a monthly newsletter, a safety poster
board updated regularly, staff meetings, and most importantly one-on-one conversation
where members share their insights and passion for the work. To maintain energy around
the safety work it is also important to recognize and celebrate successes, changes that
have been proven to positively alter the culture of safety on the unit.

It is also important

to acknowledge individual staff who have altered their practice to enhance patient safety.
As the focus on a culture of safety advances there should be a shift in nurses'
professional growth and development towards patient safety on the unit. Reflected in the
the

fourth'I' of transformational

leadership, individual consideration, individual behavior

is impacted with a heightened sense of ownership and accountability (Baumford-Wade &
Moss, 2010). This results in a value and belief shift, which results in a cultural shift.
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Summary

Utilizing Leininger's Sunrise Enabler (Leininger,2006)

as a theoretical guide, a

practice model has been outlined for creating a unit-based safety team that

will

advance

the culture of safety on an inpatient cardiovascular unit. Unit leaders are charged with
generating enthusiasm for the project by selecting the safety team members and utilizing
the principles of transformational leadership to establish patient safety as a top priority.
Comprised of three to four unit staff to provide a strong emic voice to the team, the
membership

will

be chosen through a written and face-to-face interview process. Once

established, the team

will begin the work of assessing the current culture of safety on the

unit through the theoretical application of Leininger's culture care theory. From this
analysis, a specific safety concern, such as patient falls
be the

will

be determined, and this

will

initial focus of the committee's work. IHI's (2011a) Model for Improvement, and

the PDSA cycle

will provide structure for designing proposed interventions. Each

intervention will be evaluated, and the team will determine if the intervention should be
maintained, negotiated or restructured. It's anticipated the staff

will

embrace the

interventions the committee suggests, since they are initiated by their coworkers and the
initiatives address issues specific to their unit, their environment, and their work
processes.

It is also anticipated that the team members through this professional

development opportunity

will grow to feel ownership of the team, the work,

outcomes. An in-depth evaluation of the project and its outcomes
chapter 4.

will

and the

be discussed in
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Chapter Four: Project Evaluation
The evaluation of this project focuses on an evaluation of the theory-based
process of creating a culture of safety, as well as the interventions initiated by the unitbased safety team.

It is an appraisal of the unit's safety culture, and determining if the

team's actions and influences have move,C the unit's culture of safety in a positive

direction. Was the theory-based process used to create a culture of safety effective? Have
the beliefs, values and practices of the unit staff as it relates to patient safety been
altered? Do both management and staff share a common perception about the importance

of patient safety on the unit, and do their efforts and actions demonstrate this on a daily
basis?

Evaluation Strategies

A patient safety survey is a tool for assessing the culture of safety of a unit. A
commonly used national patient safety survey is the Hospital Survey on Patient Safety
Culture (HSOPS), conducted by the Agency for Healthcare Research and Quality

(AHRQ) (Jones & Skinner,2009). The survey is comprised of 42 questions, categorized
into 12 dimensions that measure the overall perceptions of safety, the frequency of
reported events, and the culture and outcomes at both the hospital level and the unit level.

At the unit level, the survey measures the safety culture by assessing
"supervisor/managff expectations and actions to promote patient safety, organizational
learning, teamwork within the unit, communication openness, feedback and

communication about error, non-punitive response to error, and staffing" (p. l4).
Respondents are also permitted within the survey to assign a patient safety grade to the
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unit. AHRQ has a database for the HSOPS which allows for comparative benchmarking
against High Reliability Organizations (HRO).

According to Jones and Skinner (2009), the HSOPS survey asserts that there are
four components that can be used to "identify the beliefs and practices that interact to
produce an organization that is informed about risks and hazards, takes action to become
safe, and provides feedback about the effect of those actions" (p. 7). These four

components of a safety culture are a reporting culture,
and a learning culture.

a

just culture, a flexible culture,

A reporting culture is one in which staff are willing to report their

errors and near-misses. A just culture involves the staff s trust in a non-punitive response

to error, unless the error is the result of recklessness, an intentional rule violation, or
negligent behavior. In

a

just culture there is a clear line between acceptable and

unacceptable behavior. A flexible culture is engineered when staff feels their knowledge
as

front-line caregivers is respected by management, and as a result safety practices will

adapt to changing demands. Teamwork and enhanced communication are critical
strategies utilized in a flexible culture to enhance performance and outcomes.

A learning

culture is driven to improve and takes actions based on information and feedback about
the successes and failures of its processes. The HSOPS survey results are categorized into
these four components, and from these results hospitals and units can determine areas

of

vulnerability and then develop actions to address these areas, and secure feedback on the
effectiveness of the actions. An additional benefit to the HSOPS survey is that because it
surveys for both organizational and unit data, as Campbell et. al (2010) concluded, when

unit based data is obtainable, it limits the assumptions made on organtzatronal data
averages. An organization typically completes the HSOPS survey annually.

4l
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A second survey that will add feedback and dimension to an evaluation of the
unit's culture of safety is a survey developed by the unit's safety team. Such a survey will
be created with questions that elicit staff responses and insights into the culture of the

unit. Are the staff reporting errors, and to what degree? Do they perceive that reported
errors

will result in blame to the individual? Do they believe a just culture exists on the

unit? Do they trust that their views and opinions will impact change on the unit? Is there
a

willingness to learn from data and alter processes? Do they see value in the work and

accomplishments of the safety team? The survey could be administered prior to the

initiation of the safety teams work, thus aiding in establishing a cultural baseline for the
unit, and then be administered periodically thereafter to glean insights into any safety
cultural shifts which maybe occurring.
Some of the questions
be

will

be specific to initiatives the safety team is focused on,

it falls, pressure ulcers, and so forth, and once interventions have been implemented

questions

will

be added to solicit feedback on the effectiveness of those interventions.

With this information the safety team will have a tool for assessing whether an
intervention should be maintained in its current form, negotiated or modified to better
meet the goals of the intervention, or restructured, in which the intervention is eliminated
and a different intervention is created to meet the goal. The decisions and actions,

(Leininger and McFarland, 2006) outlined are how a culture of safety advances.
Both the HSOPS survey and the safety team survey gather qualitative data, for the
respondents' answers are subjective however, the results can be quantified. The negative
aspects of a survey are that the survey is only as good as the questions asked, and

"for

cultural assessments high response rates are essential to interpreting data over time"
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& Sexton,2005, p.232). According to Pronovost

rates fall below

60010,

et al (2005), when response

the data represents opinions rather than culture, and the results

should then be used cautiously.

Another criterion for evaluating the impact of the safety team on the safety culture
of the unit is through quantitative data analysis of the adverse events on the unit. As
concluded in the study Marden et al., (2010) conducted, the expected outcome of a

positive safety culture is fewer adverse patient safety events. The study found that after
controlling for hospital bed size, teaching status, and ownership, there was a relationship
between the hospital staffs' perceptions of patient safety and the rates of selected adverse
events patients experienced. What staff believes and values regarding patient safety

determines what staff safety behaviors are considered appropriate. As these safety
behaviors become the nonn within the unit adverse events decline. This study "provides

validation of patient safety culture assessment as a meaningful indication of the safety of
patients" (p.226).
Patient falls are one of the safety indicators that are tracked at all hospitals. When
assessed through data analysis, a national standard of measurement is to examine the

number of patient falls with and withoutharm per 1000 adjusted patient days. Fall rates
on the unit are divided by the number of inpatient days on the unit, multiplied by 1,000.

Another measurement is to analyze falls with harm ratios, with harm being categorized
into minor, moderate and severe harm. Minor harm includes bumps and bruises, whereas
moderate-to-severe harm consists of injuries requiring sutures, fractures, a higher level
care, or even death
data

(IHI, 2011b). Monthly tracking of

a

of

unit's falls, and falls with harm

will allow the unit to ascertain the effectiveness of fall prevention

strategies, as well
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It will also allow for comparison with other units within

the organization, and comparison with other organizations.

A fall data measurement that may be more meaningful and relatable to the unit
staff is the number of days without a fall. When acknowledging falls with and without
harm rates, unit staff

will note if the unit's fall

rates are rising or dropping and how the

rates compare to other units and other organizations. But data staff are more likely to

perceive as a direct correlation to their practice is the number of days on the unit between
patient falls. This data point speaks to the impact of staff actions in preventing falls with
patients assessed as a high fall risk. Not all falls are preventable. There

will always

be

that unpredictable fall, for example, the young, independently ambulating patient who

trips and loses his or her balance. Knowing how many days since the last patient fall on
the unit and setting a unit goal to increase that timeframe is a data measurement staff
understand, remember, and relate directly to their practice. Data has the greatest impact
when it is "interpreted within the context of the lived experiences of those in direct
contact with patients" (Jones

& Skinner, 2009, p. 7).

Another qualitative evaluation tool is direct observation, which is an excellent
way of identifyirg how the staff interacts with a designed intervention. For example, to
determine

if staff are using fall prevention interventions,

such as high

fall risk signage,

the application of bed and pressure alarms, and having the patient wearing red slippers to
denote them as a

fall risk patient, the observer will collect data by doing a simple

observation and recording of all the identified fall risk patients on the unit to see if the
designated interventions are in place. Patterns and trends

will

be evident

if this direct

observation is repeated over a period of days or weeks. It can also be ascertained from
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this direct observation if multiple staff are non-compliant with putting the fall
interventions in place, or if it is one or two individuals. A constructive dialogue with
those individuals can help determine the reasons for the non-compliance and can lead the
team to new actions.

Querying staff via interviews, either one-on-one or in small focus groups is
another qualitative evaluation tool that allows the evaluator to probe more deeply into
issues

an.C

to use open-ended questions that often lead to valuable suggestions. The

difficulty with interviews is that they are time consuming, subjective, and the evaluator
through questions and cornments can easily bias the interview and therefore the results
(Go1ub, Bedersotr,

& Greenberg,

2002).

Summary

Utilizing the three modes of decisions and actions, the Sunrise Enabler is a
valuable guide for nurses to help them "discover and reflect on their decisions and
actions" (Hubbert, 2006). This guide will be used by the unit safety team in evaluating
the culture of safety on the unit, and the interventions they put in place to advance that

culture of safety. There are multiple quantitative and qualitative toolsr surveys,
observation, and data analysis that can be used to support the decisions and actions, and
guide the work of the safety team. An overview of the project model and next steps to
advance the model are discussed in Chapter 5.
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Chapter Five: Conclusion

Implications for Nurse Leaders
Successful implementation of a unit-based safety team on a cardiovascular

inpatient unit, with a focus of enhancing the culture of safety on the unit will depend

primarily on the unit leadership. Engaged leadership is a key element to designing,
fostering, and nurturing a culture of safety (Sammer et aI.,2010). When leadership views
patient safety as the number one priority and communicates that to staff through words
and actions, staff

will incorporate

those values and beliefs into their own, which in turn

will drive staff behaviors. These behaviors will manifest themselves in compliance with
safety procedures, timely reporting of medical errors, diligent surveillance of patients'

conditions, the timely identification of patient complications, and the corresponding

initiation of safety interventions (Feng et al., 2008).
Transformational leadership that is safety specific "engages in behavior that is
characteristic of the components of transformational leadership, yet is specifically
focused on inspiring and promoting positive safety-related practices" (Mullen &

Kelloway,2009, p. 255). These leaders demonstrate idealized influence by
communicating a vision of workplace safety and serving as role models of safety. They
promote inspirational motivation by challenging staff to exceed minimal safety
requirements and aim for exceptional safety standard levels. Through intellectual

stimulation these leaders challenge staff to assess current safety policies and practices and
develop innovative solutions to safety related issues. As transformational leaders they
also demonstrate individual consideration through the personal concern they show for

their stafls safety and well-being.
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Mullen and Kelloway (2009), in their study on transformational leadership,
provided evidence that beyond the general style of transformational leadership, safetyspecific transformational leadership makes an "incremental contribution in the

predication of safety outcomes" (p. 255), and that safety-specific transformational
leadership training is effective, "resulting in higher leader safety attitudes, self-efficacy,
and intent to promote safety" (p. 267). This low cost training consisted of a half-day

group workshop during which leaders learned and applied safety- specific

transformational leadership concepts to their individual units and developed personalized,
goal setting plans to enact. With transformational leadership a key component in
advancing a unit's culture of safety, providing safety-specific transformational leadership

training to leaders would be instrumental for spreading this project to other units.

Next Steps

It is important to keep the safety team energized and progress moving forward.
Steps to support ongoing progress

would involve the team in setting measurable and

achievable safety goals and objectives. Equally important is an annual review of the
team's progress in achieving its goals and objectives, as well as a reevaluation of all goals

to determine if they are still relevant. Have the goals been achieved, do they need to be
modified and refined, or do they need to be discarded with new goals being established?
The team also needs to consistently feel the full backing of leadership to function

effectively and to be recognized and celebrated by leadership and staff not only for the
team's accomplishments, but for each member's individual contributions.
New ideas and innovations, or varying the focus can bring new energy to the
committee. Evidenced-based research is a good way to solicit new ideas for trials.
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Learning what high performing hospitals and units across the nation are doing to achieve
safety goals can be inspiring, and the team can find ideas from these sources that are
adaptable to their unit. When ideas are brought forward, leadership has a responsibility to

support staff in the implementation of the idea by giving them time to educate staff, to
enact the innovation practice change, and to collect and evaluate data related to the
change. There also needs to be continuous monitoring of the innovation and outcomes in

order to maintain its sustainability. Confirmation of an innovation occurs when it has
been accepted by staff as standard practice. "This entire process energizes staff members,
as they see and

actively partake in a change process they initiated and control" (Viney, &

Rivers, 2007, p. 14).

Expansion Ideas
Once the safety team is established on the unit and has identified an adverse
event, such as falls, in which to initially focus its work, it is important to link the safety
team

with system and hospital based committees focused on the same safety initiative.

Generally sitting on these committees, such as a hospital-based falls committee, are
representatives from other inpatient nursing units, members of a quality department, and
physicians. If the hospital is part of a larger healthcare system, there is often a
corresponding committee at the system level, with a sitting member of the hospital
committee representing the hospital at the system level. This committee structure can

improve the work of the unit safety team through the sharing of ideas, open
communication regarding the emphasis the system and hospital place on patient safety,
and the goals and innovations the organization is focused on, Hospital committees'

initiatives should enhance not restrict the safety team's work.
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It is anticipated that the benefits of a unit-based safety team in moving the unit's
culture of safety forward would result in the organization's desire to expand the safety
team concept to other units.

It would be the responsibility of the unit

leadership and

committee membership to mentor other units in the process, providing ideas, feedback
and support. Although the structure of the safety team may be mirrored across other units,

it is critically important to the success of each new team that its focus be unit

specific,

addressing the issues and variances that make every unit unique.

Future Research
Research supports that

a patient safety culture is a local

significant variances at the unit level (Deilkas

phenomenon with

& Hofoss,2010). This is the value in a

unit-based safety team, utilizing unit staff to impact a unit's culture of safety. However,
research and safety interventions should not be limited to the unit level but be expanded

to look at micro-systems within the unit. These micro-systems would encompass

the

teams that exist on a unit: nurse-doctor teams, nurse-nursing assistant teams, nursing
teams, and operating teams. Some of these teams may be temporaty, some permanent,

but they are doing much of the actual clinical work at the bedside and therefore have

a

significant impact on patient safety.

Summary
"The journey toward a patient safety culture begins with the belief that harm-free
care is ashievable, and requires prioritization of time and resources" (Children's

Hospitals and Clinics of Minnesota, 2006, p.1). It is the responsibility of leadership to
advance a culture of safety on a unit. With the wide variances that exist on each unit, unit

leadership can establish a unit-based safety team, applying the principles

of
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transformational leadership. The team, comprised of unit staff, examines the social and
cultural aspects of the unit utilizingLeininger's (2006) theoretical model takes note of the
etic organizational voice and the emic unit staff voice to examine the current unit safety

culture and identify issues. From there, the team members tap into to their creativity and
develop innovations to solve safety concerns and elevate safety behaviors among the
staff. Process improvements and intervention once enacted
decisions and actions

will

will

need to be evaluated, and

be taken to maintain, negotiate or restructure the improvement.

Safety awareness is heightened, safer practices are put in place, and staff focuses on
safety with renewed vigilance. The result is a positive culture of safety on the unit
creating lasting improvements to keep patients safer and free of harm.
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